Background: The early years are a crucial period to promote healthy energy balance-related behaviours in children and prevent overweight and obesity. The childcare setting is important for health-promoting interventions. Increasingly, attention has been paid to parental involvement in childcare-based interventions. The aim of this systematic review is to evaluate the effectiveness of these interventions with direct parental involvement on the children's weight status and behavioural outcomes.
Background
In the past decades, the prevalence of childhood overweight and obesity has increased dramatically, and although a plateauing of the prevalence can be seen [1] , their prevention remains an important issue in public health. Research on childhood overweight and obesity has shown that weight status in young children (age 2-6 years old) is most predictive for weight status as adults [2, 3] .
One cause of overweight and obesity is a disruption in the body's energy balance [4] . Promoting healthy energy balance-related behaviours (EBRBs), such as the consumption of fruit and vegetables, higher levels of daily physical activity and low levels of sedentary behaviour (e.g. television viewing), is important to prevent childhood overweight and obesity [5, 6] . It is known that overweight-related lifestyle behaviours track from childhood into adulthood, just like weight status [7] . Therefore, early childhood provides a window of opportunity for the prevention of overweight and obesity [8] .
EBRBs are influenced by multiple factors, such as the child's environment [9] . From a socio-ecological perspective, different types of environments and different settings can influence behaviour [9] [10] [11] . Environments can be categorized into sociocultural (attitudes, beliefs and values related to nutrition and physical activity within a setting); physical (what is available); economic (costs related to nutrition and physical activity); and political (rules, regulations, policies, and laws related to nutrition and physical activity) [11] .
One setting that influences children's EBRBs is childcare. Many young children (Europe: 84%, United States: 67%) spend a significant amount of time in childcare [12, 13] . Several studies have examined the role of the childcare setting on the children's weight status, and the results mostly indicated a higher risk of overweight in children attending childcare [14] [15] [16] [17] . This might be due to the influence of the sociocultural environment through the childcare workers' nutrition and physical activity practices [18] as well as characteristics of the physical environment, such as play materials and playground features [19, 20] .
The home is another setting that influences young children's EBRBs. Parents can influence their children's behaviours through their general parenting style and specific parenting practices, but also through their influence on the characteristics of the physical home environment [21] [22] [23] . Types of environments and settings interact with each other in their influence on behaviour [10, 24, 25] . Given this complex nature of the determinants of EBRBs, a comprehensive, multi-component approach to childhood overweight and obesity prevention is needed [10] . In other words, consistent healthpromoting changes across settings should be aimed for [25] . Plus, the different types of environment and the various EBRBs involved in childhood overweight should be taken into account [25] .
In general, interventions aimed at the prevention of childhood overweight and obesity focus primarily on one setting. These interventions, targeting either childcare or the home, have shown desired effects on children's Body Mass Index (BMI) and EBRBs [26] [27] [28] . Although previous systematic reviews on childcare interventions took parental involvement into account [27, 29, 30] , the evidence is still limited. These reviews used parental involvement in order to explain the effectiveness of childcare interventions however, did not take into account how the parents were involved. To our knowledge, only one review specifically studied childcare interventions with parental involvement [31] . This review from 2014, was predominantly explorative, and included only one study in which parents were fully engaged in the intervention [31] . Given the importance of parental involvement in childcare interventions and that it is increasing, an updated and more in-depth study of the literature is needed with a focus on childcare interventions in which the parents are directly involved.
There are two types of parental involvement: direct and indirect [32] . Direct parental involvement is defined as "parents' presence requested at education sessions and/or parents' attendance and participation requested for family behaviour counselling or parent training sessions" [32] . Indirect parental involvement is defined as "provision of information that did not require parental response, and/or invitations to parents to participate in activities, and/or communications meant to involve parents in intervention activities (e.g. homework assignments)" [32] . Direct parental involvement has been shown to increase intervention effectiveness [32] . Therefore, the current systematic review aims to evaluate the effectiveness of childcare-based interventions with direct parental involvement on weight status and EBRBs of 2-5-year-old children.
Methods

Search strategy
A combined search was performed in order to conduct two systematic reviews, one on interventions with parental involvement in the preschool setting (current study) and one in the primary school setting [33] . A list of relevant categories and related search terms and keywords was prepared. The categories of the search were: intervention participant (e.g. child); intervention target behaviours (e.g. physical activity/sedentary behaviour or nutrition); school environment (e.g. preschool); home environment (e.g. parent); intervention; and effectiveness studies. Pubmed, Web of Science, Psycinfo and ERIC were searched. An initial search was performed in June 2016, which was updated in January 2019. Studies published until January 2019 were included in this review. An example of the Pubmed search can be found as supplementary material (Additional file 1: Table S1 ). Finally, additional studies were found by reference tracking of previous (systematic) reviews and included articles.
Inclusion and exclusion criteria
Studies were included when they considered a childcare-based intervention targeting physical activity (PA), sedentary behaviour (SB) and/or nutrition behaviour (NB); the target population was children aged 2-5 years old; outcomes measured were BMI, BMI z-score or other weight-related outcomes (e.g. fat percentage, fat free mass) and/or children's PA (e.g. time spent in total PA or moderate-to-vigorous PA), SB (e.g. screen time or time spent in SB), or NB (e.g. intake of fruits and vegetables, intake of nutrients); and including direct parental involvement [32] . Intervention studies solely describing indirect parental involvement [32] were excluded. Additional exclusion criteria were: not written in English; not applying a pre-post-test design; pilot studies (due to their aim of testing study feasibility instead of effectiveness); interventions in which the preschool was solely used as a location for recruitment and/or venue for the intervention (e.g. afterschool programs or parental education sessions).
Study selection
After removal of duplicates, the retrieved articles were independently screened by title/abstract by two researchers (IK and SV). Those articles selected for full-text screening were assessed on eligibility independently by IK and SV, taking into account the a priori formulated inclusion and exclusion criteria described above. Discrepancies between selected studies were discussed until consensus was reached. The initial overall agreement between the researchers was 74.5%. In case of no consensus (5 studies), a third researcher (SG) was consulted to determine eligibility.
Data extraction
Data was extracted on the following study characteristics: design, intervention characteristics (i.e. country, year, setting, duration, follow-up), number of participating childcare centres, participant characteristics (i.e. number of participants, dropout and mean age), and outcomes measured. To understand the interventions better, data was extracted on targeted behaviour, the types of environments involved in the intervention (according to the ANGELO framework [11] ), the content and extent of parental involvement, and the effectiveness of the intervention on the evaluated outcomes. To evaluate the effectiveness, data was extracted from the first measurement after intervention (short-term follow-up). Additionally, in case of multiple follow-up measurements, data from the longest follow-up was used as an indication of the long-term effectiveness.
All favourable effects for the intervention group were considered a reflection of effectiveness. Positive effects were determined as: all measures for one outcome (BMI, PA, SB, NB) were significantly favourable for the intervention group. Mixed effects were determined as: at least one of the measures showed significantly favourable results for the intervention group, whereas other measures did not (e.g. significant positive change in motor skill development, but no significant or negative results for PA intensity). Negative effects were determined as: all measures for one outcome significantly favoured the control group. No effects were determined if there were no significant differences between the intervention and control groups.
Where possible, Cohen's d effect sizes were calculated to indicate the magnitude of effects, either significant or non-significant [34] . If information to calculate the effect size was missing, this information was requested from the authors. A total of eight authors (nine studies) were approached for additional data or clarification of their data. One author replied that he/she no longer had access to the data. Two authors could not be reached at the contact information provided in the article. None of the other authors replied to the request for additional data. The magnitude of the effect size was classified using Lipsey's cutoff points. An effect size ≤0.32 was considered small, 0.33-0.55 moderate, and ≥ 0.56 large [35] . Data extraction was performed by IK.
Quality assessment
Methodological quality was assessed using the 'Effective Public Health Practice Project -Quality assessment tool for Quantitative studies' that is applicable to quantitative studies of various designs [36] . Two researchers (SV and IK) independently rated the quality of the included studies. The interrater reliability was 72.1%. In case of different ratings, the researchers achieved consensus on the quality score by discussion. The quality of the studies was rated in six categories (selection bias, study design, confounders, blinding, data collection methods, and withdrawal and dropouts). The overall rating was strong when at least four categories were rated as strong and none as weak; moderate when there was one weak rating; and weak in the case of two or more weak ratings [36] .
Results
Study selection
The flow diagram of the study selection is shown in Fig. 1 . The literature searches resulted in a total of 6067 studies. After removing duplicates, 4067 studies were screened by title/abstract. The full text of 149 records was assessed for eligibility based on the inclusion and exclusion criteria. The most common reason for exclusion was using only indirect parental involvement in the intervention. Other reasons for exclusion were interventions not being (pre-)school-based, pilot studies, and wrong study population. Reference tracking resulted in the inclusion of two additional studies. Eventually, 22 studies on the effectiveness of preschool-based interventions and 25 studies on the effectiveness of primary school-based interventions were included. The results of the primary school-based interventions with direct parental involvement are presented elsewhere [33] .
Study characteristics
The 22 included studies described results from 17 individual interventions. Details on all included studies can be found in Table 1 . Nineteen studies adopted a cluster randomized controlled trial (c-RCT) design [37-39, 41-48, 51-55] , although three of them described the design as a RCT [42, 55, 56] . Two studies used a quasi-experimental design (no randomization) [49, 50] , and one used a retrospective design [40] .
Eight interventions took place in North America [41, 42, 47-49, 51, 52, 55, 57, 58] , five in Europe [38, 40, [43] [44] [45] [46] , two in China [50, 53, 54] , one in South America [37] and one in the Middle East [39] . Eight interventions were implemented in childcare centres [41, 42, [48] [49] [50] [51] [52] 55] , seven in preschools [37] [38] [39] [40] [43] [44] [45] [46] , and two in kindergarten [47, 53, 54] .
Most interventions lasted less than one year, ranging from 6 to 10 weeks to 11 months, except for two interventions, one lasting one year [50] and one lasting two years [52, 56] . The interventions took place between 2011 and 2014.
Four interventions targeted NB, PA, and SB [40, [43] [44] [45] 55] , six interventions targeted NB and PA [37, 42, 47, 49, 50, 52] , one intervention targeted NB and SB [41] , three interventions targeted only NB [39, 48, 53, 54] , and three interventions targeted only PA [38, 46, 51] . All studies, except for four [48, 52, 53, 55] , reported on BMI and related outcomes. Fifteen studies reported on a variety of PA-related outcomes [38-47, 49-52, 58] , and nine studies reported on SB-related outcomes [38, 39, 41-45, 51, 55] . Thirteen studies reported on NBrelated outcomes [39, 41-45, 47-49, 53-55] .
Study quality
Three studies (13.6%) [39, 43, 45] were rated strong for methodological quality (Table 2) . Eight studies (36.4%) got a weak rating [41, 42, 47, 51, 52, 56, 57] , and the remainder of the studies (50.0%) were rated of moderate quality. Weak or moderate ratings on one of the assessed categories often resulted from a lack of reporting. For example, only two studies reported completely on blinding [45, 51] . Other weak ratings resulted from low recruitment rates [41, 44, 52] or unclear validity and reliability of the measurement instruments [41, 46, 47, 52, 54] .
Intervention components
All interventions consisted of activities to change the sociocultural environment (Table 3 ). In the preschool component, these were predominantly teacher training sessions or workshops [37, 39, 40, 42, [45] [46] [47] [48] [49] [50] [51] [52] [53] [54] [55] [56] [57] . Some interventions added PA lessons or nutrition lessons to the curriculum, to be delivered either by the teachers themselves or by external teachers or experts [38-41, 43-50, 55, 57] . Some interventions provided a manual to support the teacher in the implementation of the intervention [37, 43, 44, 51] , while others offered personal assistance [37, 42, 46, 55, 57] .
In the family component, intervention activities to change the sociocultural environment were mostly parent training sessions or workshops [37, 39-42, 45, 46, 48-51, 53-55, 57] . Some interventions organized family events [45, 47, 49, 50, 52, 56] . One intervention took a participatory approach and actively involved parents in the selection of projects to be implemented that would affect both the preschool and family component [38] . In addition to these direct parental involvement activities, almost all interventions also used indirect parental involvement activities such as newsletters, information leaflets, and homework assignments [37, 39-41, 43-47, 49-54, 56] .
Fourteen interventions included activities to change the physical environment in the preschool [37, 38, [42] [43] [44] [45] [46] [47] [49] [50] [51] [52] [53] [54] [55] [56] [57] . The most commonly used intervention activities were providing equipment for PA [37, 47, [50] [51] [52] [55] [56] [57] and intervention-specific materials [43] [44] [45] [46] 49] . Other activities were food menu changes [42, 52, 56] , providing children's storybooks related to nutrition or PA [49, 53, 54] , and permanent markings on indoor and outdoor play areas [50] . In the family component, seven interventions implemented activities in the physical environment [42, 45-49, 53, 54] . These included take-home materials and activities [45, 46, 48, 49, 53, 54] and take-home healthy nutrition or PA-related incentives [42, 47] .
Five interventions tried to change the political environment in the preschool component [42, 48, 50, 52, [55] [56] [57] by formulating or changing policies related to NB [48, 52, 56] , PA [50] , or both [42, 55, 57] . None of the interventions included activities to change the economic environment.
In addition to the preschool and family components, two interventions also included a community component [50, 52, 56] . For example, neighbourhood events were organized [50] , or healthy food options were made increasingly available and visible in grocery stores [52, 56] . One intervention aimed at changes in the sociocultural environment through training of neighbourhood association staff, neighbourhood events, and a sports day for families [50] . Both interventions included activities to change the physical environment through increasing the availability and visibility of healthy food options at grocery stores [52, 56] and renovation of neighbourhood playgrounds and installing children's play equipment [50] .
Study effects Effects on weight-related outcomes
Of the eighteen studies reporting on weight-related outcomes, eleven (61.1%) found favourable results for the intervention group for one of the weight-related outcomes [37, 40-45, 47, 49, 50, 57] (Table 4 ). Of these eleven studies, two were positively effective on all weight-related outcomes [40, 57] , and two found mixed results [45, 47] . The other studies did not find significant differences between the study groups, and some also found unfavourable results regarding some of their weight-related outcomes [47, 50] . Effect sizes were calculated for all studies except one [57] . All effects on weight-related outcomes were small, except for Cespedes et al. (2013) , who found a moderate favourable effect size [37] . Four studies found unfavourable effects for the intervention group [38, 46, 51, 56] . The results of these four studies were all non-significant, with small effect sizes, except for Adamo et al. (2017), who found a moderate effect size for body fat percentage [51] .
One study did not report the BMI or BMI z-score, but reported non-significant differences between the groups on weight and height scores (standardized) [54] . For two studies, no conclusions on BMI or BMI z-scores could be drawn because they were not reported [58] or the data were insufficient (reporting on the whole group instead of the intervention and control groups separately) [39] . Four studies reported additional long-term follow-up measurement. Two of them reported no differences between the intervention and control group [37, 43] . The other two reported unfavourable effects for the intervention group at the long-term follow-up, although they were not significant [44, 46] . The available effect sizes for the long-term follow-up were small [44, 46] .
Effects on physical activity and sedentary behaviour outcomes
With regard to PA outcomes, eleven out of fifteen studies (73.3%) found favourable effects on at least one of the outcomes [38-41, 45-47, 49, 50, 52, 58] (Table 4) . Of these studies, three found positive effects on all PA outcomes measured [39, 49, 50] , and six found mixed effects [38, 40, 45, 46, 52, 58] . The majority (66.7%) of the significant effects were found for motor development outcomes [40, 45, 46, 49, 50, 58] . The effects found by Lumeng et al. (2017) and Story et al. (2012) were all non-significant [41, 47] . The effect sizes of the favourable results were large [58] , moderate [40, 50, 58] , and small [38-41, 45, 49, 50] . For two studies [47, 52] effect sizes could not be determined. Two studies found effects that were unfavourable for the intervention group [43, 44] . These results had small effect sizes (non-significant), except for Nyberg et al. (2015) on 'child taken to activity in the last week', which had a moderate effect size [43] and was non-significant. One study found no effect on all PA outcomes [51] . One study reported no significant differences for PA outcomes, but did not show data [42] .
Three studies had a long-term follow-up of PA outcomes [43, 44, 46] . Roth et al. (2015) found mixed longterm effects of PA outcomes. Some of their outcomes were also unfavourable for the intervention group, but not significant [46] . The two other studies had nonsignificant unfavourable results, except for MVPA in the , which was favourable for the intervention group [43, 44] . All long-term effect sizes were small. Sedentary behaviour was operationalised as time spent in SB or as screen time/media use. Eight out of nine (88.9%) studies found favourable effects of the intervention on at least one SB outcome [38, 39, [41] [42] [43] [44] [45] 55] . Five of them found positive effects on all SB outcomes [38, 39, 42, 45, 55] . Of the effective studies, three found effects on screen time/media use [39, 42, 45] and two on time in SB [38, 55] . The available effect sizes of the effective studies were moderate [39] or small [38, 45] . Three studies also reported unfavourable effects for the intervention group on SB outcomes [41, 43, 44] . These results all had small effect sizes and were not significant. One study did not show any effect of the intervention on SB [51] .
Two studies performed an additional long-term follow-up [43, 44] . Nyberg et al. (2016) found mixed effects in the long-term with a significant difference in Short term follow-up: Non-significant difference in percentage overweight or obese between HS + POPS (− 2.3%, p = 0.35), HS + POPS+IYS (− 0.6%, p = 0.77) and HS (+ 0.6%) Non-significant differences in percentage obese between HS + POPS (− 2.9%, p = 0.16), HS + POPS+IYS (− 2.1%, p = 0.33) and HS (+ 0.8%) Non-significant differences in BMI z-score in children overweight or obese at baseline between HS + POPS (− 0.11, p = 0.98), HS + POPS+IYS (− 0.16, p = 0. [45] change between the intervention and control group (Δ-0.07, p = 0.31). ES 0.07 Significant reductions in percentage body fat (Δ-1.1, p = 0.02) and sum of skinfolds (Δ-2.78, p = 0.001) in the intervention group compared to the control group. ES − 0.15, − 0.02, respectively Significantly lower increase in waist circumference (Δ-1.0, p = 0.001) in the intervention group compared to the control group. ES − 0.24 aerobic fitness in the intervention group compared to the control group (Δ + 0.32, p = 0.01). ES 0.22 Significant improvement in motor agility (time to perform an obstacle course) in the intervention group compared to the control group (Δ-0.54, p = 0.004). ES − 0.13 No significant difference in dynamic balance (Δ + 0.2, p = 0.35) and static balance (Δ = + 19.4, p = 0.18) between the intervention and control group. ES 0.06, 0.04, respectively No significant difference in TPA (cpm, Δ-12.3, p = 0.54) between the intervention and control group. ES 0.012 use (min/day) between the intervention and control group (Δ-13.4, p = 0.03). ES − 0.22
proportion healthy eaters between the intervention and the control group (Δ + 1.9, p = 0.04).
Roth et al. (2015) [46]
Short term follow-up: No significant difference between the intervention and control group on BMI (centile, Δ + 0.244, p = 0.857); and sum of four skinfolds (mm, Δ + 1.548, p = 0.272). ES 0.023, − 0.06 respectively Long term follow-up: No significant difference between the intervention and the control group on BMI (centile, Δ + 0.103, p = 0.949); and sum of four skinfolds (mm, Δ + 0.305, p = 0.846). ES 0.05, 0.03, respectively Short term follow-up: No significant (Bonferroni adjusted α) difference in MVPA between the intervention and the control group (Δ + 0.005, p = 0.049). Significant increase in motor skills performance (z-score) in children in the intervention group compared to the control group (Δ + 0.623, p = 0.001). Significant improvements in explosive leg strength (cm, Δ + 3.209, p = 0.004) ES − 0.07; jumping coordination (jumps, Δ + 1.451, p = 0.019) ES 0.20; and static balance (tips, Δ-1.474, p = 0.032) ES − 0.13, in the intervention group compared to the control group. No significant improvements in agility (seconds, Δ-0.628, p = 0.060) ES − 0.09; dynamic balance (% failure, Δ-0.015, p = 0.617); and throwing ability (% failure, Δ-0.020, p = 0.465). Long term follow-up No significant difference in MVPA between the intervention and the control group (Δ + 0.006, p = 0.859). Significant increase in motor skills performance (z-score) in children in the intervention group compared to the control group (Δ = + 0.590, p = 0.007). Significantly better improvements in the intervention group in agility (seconds, Δ-0.689, p = 0.034) ES − 0.11 and explosive leg strength (cm, Δ = + 4.041, p = 0.007) ES 0.23. No significant differences between the intervention group and control group in static balance (tips, Δ-0.306, p = 0.629) ES − 0.05; jumping coordination NA NA NA Short term follow-up: Nutrients from school menus: A significant difference between the intervention and control group in % total fat calories (Δ-8.00, p = 0.004); and % calories saturated fat (Δ-4.08, p = 0.002). No significant difference between the intervention and control group in kilocalories (Δ-37.3, p = 0.691) ES − 0.0007; carbohydrate (g, Δ + 11.5, p = 0.487) ES 1.4; protein (g, Δ-0.26, p = 0.933) ES − 0.13; fat (g, Δ-7.81, p = 0.085) ES − 2.22; iron (mg, − 0.16, p = 0.877) ES − 0.33; magnesium (mg, Δ + 3.9, p = 0.740) ES − 0.79; calcium (mg, Δ + 64, p = 0.827) ES 0.39; sodium (mg, Δ-96, p = 0.624) ES − 0.84; vitamin A (RAE, Δ = + 36.6, p = 0.643) ES 1.01; vitamin D IU (Δ = + 0.28, p = 0.505) ES 1.33; folate (mg, Δ = + 13.6, p = 0.581) ES 1.01; and sugar added (g, Δ-2.66, p = 0.763) ES − 0.36 Food intake reported by parents: Significant difference in intake times per day of sweetened beverages (Δ-0.28, p = 0.024); whole milk (Δ-0.22, p = 0.011); and chocolate milk (Δ-0.17, p = 0.025) between the intervention and control group. No significant difference in intake times per day of vegetables (Δ + 0.02, p = 0.788); fruits (Δ + 0.07, p = 0.269); skim milk (Δ + 0.12, p = 0.138); 100% juice (Δ-0.03, p = 0.689); bottled water (Δ + 0.09, p = 0.413); and fast food (Δ + 0.04, p = 0.374. time in SB, with a small effect size [44] . Nyberg et al. (2015) found favourable effects for the intervention group on both SB outcomes in the long-term [43] . These results had a small effect size and were not significant.
Wasenius
Effects on nutrition behaviour outcomes
All studies reporting on NB outcomes reported favourable results for the intervention group for at least one of the NB outcome [39, 41-45, 47-49, 53-55, 57] ( Table 4 ). Three studies found positive effects on all NBrelated outcomes [45, 53, 55] . One study described positive effects, but no conclusions on significance could be made based on the available information [42] . Eight studies found mixed effects [39, 41, 43, 44, [47] [48] [49] 54] . Effects were seen in a great variety of NB outcomes, such as fruit and vegetable consumption, junk food Short term follow-up: Significant difference between the intervention and control group in 20 m agility run (seconds, Δ-0.74, p = 0.0001) ES − 0.39; broad jump (cm, Δ8.09, p = 0.0001) ES 0.46; tennis ball throw (m, Δ + 0.52, p = 0.006); sit-and-reach (cm, Δ + 0.88, p = 0.03) ES 0.35; balance beam walk (seconds, Δ-2.02, p = 0.0001) ES consumption, sugar sweetened beverages (SSB) intake, breakfast patterns [39, 41, 47, 53, 55] , nutrients in school menus [47] , or percentage of healthy eaters [45] . Within these mixed effects, some studies found unfavourable results for the intervention group for some outcomes [39, 41, 43, 44, 47, 57] . They were all non-significant. Effect sizes were available for five studies (38.5%) [41, 43, 44, 47, 48] . One study found large and moderate effect sizes in changes in nutrients from school menus [47] . The studies by Nyberg et al. (2015 Nyberg et al. ( , 2016 showed large, moderate, and small effect sizes [43, 44] . All other effects on the NB-related outcomes were small [41, 47, 48] . Three studies had an additional long-term follow-up measurement of NB [39, 43, 44] . They all showed favourable results for the intervention group for at least one of the outcomes. One study showed mixed effects [39] , and the other two studies showed no significant long-term effects [43, 44] . Some of these nonsignificant effects were unfavourable for the intervention group. Long-term effect sizes of these two studies on the different NB outcomes were large, moderate and small.
Synthesizing intervention components with effects
From a narrative synthesis of the effects with the intervention components, two types of patterns emerged. First, better integrated interventions (targeting multiple types of environments) seemed to be related to intervention effectiveness. In particular, incorporating policy changes in addition to changes in the physical and sociocultural environments appeared to increase the likelihood of effects occurring [42, 48, 50, 55] . For example, Zhou et al. (2014) formulated PA policy as part of the intervention and found significant differences in the PA outcomes [50] . 2014), policy was formulated on various EBRBs, and they found significant differences between the intervention and control groups for SB and NB [42, 55] . One intervention focused on policy on NB, but did not report on this outcome and did not find effects on PA [52, 56] .
The second pattern that emerged concerned the level of parental involvement, which seemed to be positively related to the intervention effectiveness. For example, an intervention adopting a participatory design, i.e. actively involving parents in the intervention development, showed effects on PA and SB [38] . An intervention using parent-delivered activities found effects on PA [49] , and interventions using family activities for both parents and children found effects on various EBRBs [39, 50, 53, 54] . These interventions were found to be more effective than interventions focusing predominantly on parental education [41, 43, 44, 51, 58] .
Discussion
The aim of this systematic review was to evaluate the effectiveness of childcare-based interventions with direct parental involvement on weight status and EBRBs in children aged 2-5 years old. A total of 22 studies describing 17 interventions was included. These studies showed promising effectiveness with predominantly favourable results for the intervention group on at least one of the measured outcomes. However, there were studies that also showed unfavourable results. The effect sizes related to these results were for a great majority small, with a few moderate and large effect sizes. Only a small number of studies showed statistically significant differences between the intervention and control group, in particular on weight-related outcomes. Figure 2 shows the key recommendations that emerged from this review and that will be explained further here.
The level of parental involvement appeared to positively impact the intervention effectiveness. Interventions that used strategies to actively involve parents through participatory intervention designs, parent-delivered activities, or family activities including both parents and children appeared to have a higher likelihood of success in influencing the children's EBRBs. A recent qualitative study emphasised the preference of parents to spend quality family time and have fun with the family through participating in such interventions [59] . Some studies indicated possible ceiling effects on health-related beliefs (parents usually know what is healthy), indicating there may be little to be gained from solely educational interventions [59, 60] . This may explain the limited effectiveness of the interventions in this systematic review that focused mainly on health education for parents. An important consideration in interventions using parental involvement may be selection bias. Some parental characteristics are associated with participation in interventions, such as high SES and two-parent families [61] . Cognitive beliefs may influence participation, for example, realising that their child is at risk for a certain behaviour [61, 62] . These factors may also be applicable to health-promoting childcare interventions, resulting in the participation of parents who may be more engaged with the topic. This may influence the effectiveness of these interventions. Reaching and involving parents is a major challenge in interventions aimed at involving parents [63] . Many practical considerations exert important influences on the parents' ability to participate in interventions [59, 63] . Nevertheless, the high reach of parents may be a precondition to increase intervention effectiveness. In this systematic review it appeared that studies reporting high reach (> 80%) were more likely to have positive results [39, 43, 45, 49, 50] . Three of them used active parental involvement strategies [39, 49, 50] . This might be an indication that parents are more willing to Better integrated interventions, including the political environment, appeared to be related to increased effectiveness. Policies may function as the basis or backbone of intervention strategies and be an important enabler for determinants related to behaviour [64, 65] . For example, promoting water consumption in the childcare setting can be arranged by educating childcare workers and parents and providing a water tap. However, it may become part of common practice and result in more sustainable change if a supporting policy is formulated. This may entail, for example, stating that the serving of SSB is no longer allowed and parents are no longer allowed to bring SSB from home. The findings related to the level of parental involvement and the integration of the types of environment should be interpreted with caution, since they are based on a narrative synthesis of the interventions. A systematic assessment of effective intervention elements is needed to confirm these results.
Factors in all types of environments influence children's EBRBs [65] [66] [67] [68] . It is thus important to take into account the different environmental types. As the political and economic environments have been underrepresented in the interventions included in this systematic review, increased attention should be paid to them by intervention developers. Improving our understanding of the interdependence between the environmental types (e.g. how is the sociocultural environment influenced by the political environment) may help in designing interventions that fit best within their real-life setting and can have a greater impact.
In line with previous reviews, limited evidence was found for effectiveness on weight status outcomes, while more indications were found for effectiveness on behavioural outcomes [29] [30] [31] . Interventions thus appear to be more effective in changing behaviour which they directly target. Weight status is changed through the child's behaviour and therefore more distal and more difficult to change. Time may be an important factor in determining intervention effectiveness on weight status outcomes because behavioural changes need time to manifest as weight changes. In line with this, longer interventions and longer follow-up time resulted in increased odds of effectiveness on weight status [45, 47, 57] . Moreover, interventions showing an effect on weight status also showed effects on one or more behaviour-related outcomes [39, 40, 45, 47, 55, 57] . These effective interventions on weight status all aimed at multiple EBRBs. This emphasizes the importance of not targeting single EBRBs in isolation, but combining them in interventions. This is also supported by research showing the clustering of EBRBs in young children [69] and a recent intervention study showing stronger effects of a comprehensive intervention approach compared to the promotion of physical activity in isolation [70] .
Regarding the PA outcomes, most effects were seen on motor skill development. Fundamental motor skills (FMS) are the basis for an active life as children become able to perform activities and enjoy being physically active. This can help them to maintain an active lifestyle throughout their lives [71, 72] . It may be more important to aim interventions at FMS rather than physical intensity measures at this age. A majority of the interventions showing this positive effect on FMS provided play materials as part of the changes in the physical environment [45, 49, 50, 58] . This may suggest that this intervention strategy fits better with effects on FMS.
The NB outcomes were operationalised in many different ways: varying from intake at school and at home, to intake on product level and on nutrient level. Most of the outcomes were subjectively measured by parental self-report. These factors made it difficult to draw conclusions on the effectiveness on NB outcomes. The magnitude of the effects for all outcomes was moderate or small, with some exceptions. However, in the end, all the small effect sizes on different behavioural outcomes, day in and day out, may add up to substantial behavioural change.
Although intervention effectiveness on behavioural outcomes was promising, it may still be considered limited, for example when compared with primary schoolbased interventions (except for NB outcomes) [33] . Context-related factors may explain this difference in effectiveness. Attention paid to healthy EBRBs in young children has only recently started to grow. This lack of tradition and culture of health promotion in the childcare setting is reflected in the studies included in this review, with the oldest intervention dating from 2001. A longer tradition of promoting healthy EBRBs may facilitate a more positive tendency and greater readiness for intervention implementation, which may result in increased effectiveness. In addition, context-related factors such as local and national health-promoting initiatives have focused mainly on primary school-aged children and older up till now, while these new initiatives aimed at younger children may be very supportive of change [73, 74] . It is important to take into account such context-related factors in intervention development and implementation, as they may be crucial in understanding effectiveness [75] .
Limitations of the included studies
There was great heterogeneity between the included studies regarding operationalisation and measurement of outcome measures. This hindered our ability to perform a meta-analysis of the effects. In addition, comparability of the effects of individual interventions included in this review is limited. Another limitation is the methodological quality of the included studies, as only three studies were rated as strong. However, those three studies were not more effective compared to the other studies. This may be explained by the focus of the quality instrument on internal validity (e.g. study design and randomization, blinding, and dropout rates). These may be aspects that cannot always be taken into account in 'real-life' intervention studies.
Strengths and limitations of the review
This review adds to our knowledge on intervention effectiveness in the childcare setting by specifically looking at direct parental involvement. We tried to explain intervention effects by looking at the different types of environments targeted using the ANGELO framework [11] . The strengths of this review are the use of the EPHPP tool, which is a validated instrument to assess study quality, and thus reflect the risk of bias, for intervention studies [36] ; the use of the PRISMA statement for reporting of the systematic review [76] ; and calculation of the effect sizes to increase comparability between the studies.
There are some limitations to this systematic review. Although four databases were used to conduct the literature search, only studies written in English were included, which may have resulted in selection bias. We did not extend our literature search to find unpublished work, which may have resulted in publication bias. Results and conclusions of this review may need to be considered with caution due to the mostly weak methodological quality of the included studies. Further, the synthesis of intervention components and effects was based on narrative synthesis and needs further research.
Recommendations
There is a sound theoretical foundation to incorporate parental involvement in childcare-based interventions [29, 30] . Behavioural outcomes such as children's EBRBs and intermediaries' behaviours are more likely to be changed by these types of interventions. Increased attention paid to operationalization and continuity in these outcomes between studies will improve the comparability of intervention programs.
Knowledge also needs to be gained on how to reach parents, what type of strategies to use for parental involvement, and the optimal level of parental involvement. This knowledge could be essential in improving the effectiveness of childcare-based intervention programs. With regard to reporting on intervention results, improvements could be made in the detail of reporting on study design and results (e.g. means and standard deviations). This will enable a better judgement of the study quality and calculation of the effect sizes. A systematic evaluation to determine effective intervention elements may be needed.
We recommend that intervention developers take into account all different types of environments and look beyond the physical and sociocultural environment when designing health-promoting programmes in the childcare setting. In particular, policy changes may function as a necessary additional element in order to achieve sustained effects. We also recommend taking a comprehensive approach (including different EBRBs) and taking into account the clustering of EBRBs. Recognizing the complexity of childhood overweight and obesity in intervention development may be indispensable for intervention effectiveness. We recommend looking for alternative ways of involving parents besides just educational strategies. Formative research may support intervention development by shedding light on influential factors from different types of environments and their interdependence, and will aid in increasing intervention fit with the setting.
Conclusion
Childcare-based interventions with direct parental involvement show promising effects on improving young children's EBRBs. However, the evidence is limited, especially for weight-related outcomes. More integration of different types of environment, as well as a more active level of parental involvement, might be factors that influence intervention effects on children's EBRBs. Taking these factors into account in intervention development may advance the field of childcare-based health promotion towards more effectively and sustainably changing children's EBRBs.
